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Clinical summary. A 19-year-old woman from Albania
was admitted for respiratory distress. One month previously,
she had a normal uncomplicated delivery. Fifteen days later,
leg edema, left-sided chest pain, and progressive dyspnea
developed. On admission, physical examination revealed an
ill-looking woman with a respiratory rate of 40 breaths/min, a
pulse rate of 150 beats/min, an arterial blood pressure of
80/40 mm Hg, and a temperature of 38.3°C. Ascites and
pleural fluid were detected on percussion and auscultation,
and veins in the neck were dilated. Computed tomographic
(CT) scan of the thorax demonstrated an extended mass of the
anterior and middle mediastinum, exerting pressure on the
right subclavian vein and superior vena cava. An extrinsic
compression on the right superior lobar bronchus, atelectasis
of the middle lobe, and right pleural effusion were revealed
(Fig 1). CT scanning of the abdomen showed extensive
hepatomegaly and prominent abdominal effusion. Echo-
cardiography revealed an extracardiac mass encircling the
posterior surface of the right and left atria and partly encir-
cling the right and left ventricles. This mass resulted in com-
pression of the superior vena cava and distention of the infe-
rior vena cava. On diagnostic aspiration, the pleural fluid
Thoracic actinomycosis is a rare pathologic condition fre-
quently masquerading as cancer of the lung. The mistaken
diagnosis may result in thoracotomy and pulmonary resection
as treatment, given that the majority of the cases initially
remain undiagnosed. Because of the high mortality of the dis-
ease, if untreated, it is imperative to obtain the diagnosis as
soon as possible. Appropriate treatment may ensure a good
prognosis.
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proved to be an exudate with 65% lymphocytes, 35% neu-
trophils, and some mesothelial cells, whereas Gram and Ziel-
Nielsen stains were negative. Many macrophages and
mesothelial cells were also detected in the ascitic fluid.
Primary lymphoma of the mediastinum was considered to be
the most probable pathologic entity. Because medi-
astinoscopy was considered risky, a mediastinotomy was pre-
ferred to obtain sufficient tissue for accurate histopathologic
diagnosis. Even though this technique was performed, exces-
sive bleeding occurred as a result of injury to the dilated veins
of the superior mediastinum. Multiple biopsy specimens were
needed from the mass to establish a diagnosis because all
frozen sections were negative for malignant disease.
Histologic examination of permanent sections showed actin-
omycosis of the mediastinum. The characteristic organisms
were identified in the inflammatory material as clusters sur-
rounded by sulfur granules. The methenamine silver proce-
dure was used for staining the filaments (Fig 2). The patient
was managed with intravenous administration of 30,000,000
IU of penicillin per day. She responded well had had a speedy
recovery.
Discussion. Thoracic actinomycosis is frequently con-
fused with lung cancer, lymph node blocks, or mediastinal
tumors. One case of thoracic actinomycosis with superior
vena cava obstruction has been described in the literature,
with lethal cerebral hemorrhage before the intended opera-
tion.1 The thoracic variety of the disease accounts for
approximately 15% of the cases.2,3 Thoracic pain is consid-
ered the first symptom in many cases,2 but the examination
and inspection of available material stained by direct
microscopy is crucial.4 Thoracic actinomycosis is attrib-
uted to the aspiration of oropharyngeal secretions.3,4 The
usual mechanism of the thoracic variety is by infection of
the lung. In the presented case, atelectasis of the middle
lobe and pleural effusion suggest pulmonary infection. This
infection is considered to extend across fissures and
through the pleura.3 Mediastinal actinomycosis is provoked
by direct local extension from the neck. Air space consoli-
dation with adjacent pleural thickening are radiologic find-
ings suggestive of pulmonary actinomycosis.3 CT findings
overlap those of other inflammatory and neoplastic condi-
tions, including soft tissue mass, with various degrees of
infiltration and abscess formation.5
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Fig 2.  A, Colonies of the actinomyces in the purulent mate-
rial. (Hematoxylin and eosin stain; original magnification
×100.) B, Filaments of the actinomyces stained by
methenamine silver procedure. (Methenamine silver stain;
original magnification ×200.)
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Fig 1. The mass of the anterosuperior mediastinum in contact
with superior vena cava and concomitant right pleural effu-
sion.
